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{E 00G} ; Initial Comments {E 000}

: t.
{F 000} | INITIAL COMMENTS {F 000}

An unannounced Medicare/Medicaid revisit to the
standard survey cenducted 06/18/19 through
06/20/19, was conducted 08/20/19 through
08/21119. Corrections are required for : .
compliance with 42 CFR Part 483 Federal Long g T PR
Term Care Requiremeants. Uncorrected | s veD
deficiencies are identified within this report. : Lo
Corracted deficiencies are identified on the CMS | il 4 ¢ 2019

2667-B. | !
VOH/OLG

The census in this 100 certified bed facility was
89 at the time of the survey. The survey sample
. cansisted of 13 current Resident reviews
{Residents 101 through 113).
{F 645} | PASARR Screening for MD & 1D (Feasy Fo45

s5- | CFR(S): 483.200)(1)+(3) : Cor_rr:ctwe Action(s)
Resident #108°s attending physician and
responsible party have been notified that
the facility failed to obtain a level I
PASRR for the resident prior to their
admission. A facility Incident &
Accident form has been completed for
this incident.

§483.20(k) Preadmission Screening for
individuals with a mental disorder and individuals
with intellectual disability,

i §483.20(k}(1) A nursing facility must not admit, on
or after January 1, 1389, any new residents with:
{i} Mental disorder as defined in paragraph (k)(3}
{i) of this section, unless the State mental health
authority has determined, based on an

Resident #113°s attending physician and
. responsible party have been notified that
the facility failed o obtain a level [

. independent physical and mental evaluation PASRR for the resident prior to their
performed by a person or entity other than the admission. A facility Incident &
State menta! health authority, prior to admission, Accident form has been completed for

' (A) That, because of the physical and mental this incident.

| candition of the individual, the individual requires
the level of services provided by a nursing facility;
and

(B) I the individuai requires such level of

LABORAY Y HIRECTOR'S OR PROWY UPFLIER R’E,PRESENTAYIVE'S SIGNATURE %‘TL (X6} DATE 7
mpd) ~H iy L NHE 4

Any deficiency statement ending with ; asterisk (*) dengtes a deficiency which the institution may be excused from comrecting providing it is determined that
other safeguards provide sufficient pratection to the patignts . (S=e instructicrs.) Except for nursing homes, the findings stated above are disclosable S0 days
follawing the date of survey whether or not a plan of cérrection is provided. For nursing homes, the above findings and plans of correction are disciosable 14
days following the date these documents are made available te the facilidy. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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. services, whether the individual requires

| specialized services; or

{ii} Intellectual disability, as defined in paragraph
(K)(3){ii) of this section, unless the State
intellectual disability or develaopmental disability
authority has determined prior to admission-

(A) That, because of the physical and mental
condition of the individual, the individual requires
the lavel of services provided by a nursing facility;
and

(B) If the individual requires such level of
services, whether the individual requires
specialized services for intellectual disability,

§483.20(k)(2) Exceptions. For purposes of this

section-

() The preadmission screening program under

paragraphik){1} of this section need not provide

: for determinations in the case of the readmission

' to a hursing facility of an individual whe, after

' being admitted {o the nursing facility, was

"transferred for care in a hospital.

{iy The State may choose not to apply the

preadmission screening program under

paragraph (k){1) of this section to the admission

to a nursing facility of an individual-

(A) Who is admitied to the facility directly from a
hospital after receiving acute inpatient care at the

* haspital,

{B} Who requires nursing facility services for the

conditien for which the individual received care in

the hospitzl, and

{C) Whose attending physician has certified,

before admission to the facility that the individual

is likely ta require less than 30 days of nursing

| facility services.

§483.20(k)(3) Definition. For purposes of this

All other residents who were required to
have a PASRR prior to admission may
have been affected. The social services
dircctor/designee will complete a 100%
review of all residents to identify
residents without a level 1 PASARR.
Physicians and RP's of resident’s found to
be at risk will be notified at the time of
discovery. A facility Incident & Accident
form has been completed for each
incident.

Systemic Change(s):

The facility policy and procedure has
been reviewed and no changes are
warranted at this time. The admission
director, social worker, DON, and
administrator have been inserviced by the
regional nurse consultant on the
requirement that residents with a mental
disorder have a PASRR be completed
prior to admission

Monitoring:

The social worker/designee will be
responsible for maintaining compliance.
Polential new residents will be reviewed
prior 1o their admission to ensure that a
PASRR has been completed if indicated.
Negative findings will be commected at the
time of discovery.

Aggregate findings will be reported to the
QA Committee for review, analysis and
recommendation for changes in facility
policy, procedure and/or practice.
Completion Date: 9/13/19
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section-

{) Ar individual is considered to have a mental
disorder if the individual has a serigus mental
discrder defined in 483.102({h)(1).

(i) An individual is considered to have an
intellectual disability if the individual has an
intellectual disability as defined in §483.102(b){3)
ar is a perscn with a related condition as
described in 435.1010 of this chapter.

This REQUIREMENT is not met as evidenced
by

Based on staff interview, facitity document
review, and clinical record review, the facility staff
failed to perform a level § PASARR (preadmission
screening and resident review) for 2 of 13
Residents, Residents #113 and #108.

The findings included:

1. For Resident #113, the facility staff failed to
complete a level | PASARR.

A PASARR is a federal requirement to halp
ensure that individuals are not inappropriately
piaced in nursing homes far long-term care.

The Residents face sheet revealed that Resident
#113 had been admitted o the facility 12/05/12
and was readmitted on 07/11/19. This face sheet
included the following diagnoses depressive
diserder, anxiety disorder, essential hypertension,
muscle weakness. and pain.

Section C (cognitive patterns} of the Residents
quarterly MDS {minimum data set) assessment
with an ARD {assessment reference date) of
A7/29/19 included a BIMS {(brief interview far
mentat status) summary score of 15 out of a
possible 15 points.
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On 08/2/1/19 at 1:10 p.m., during a review of the
POC (plan of correction) with the DON (director
of nursing}, the DON shared with the surveyor the
faciities credible evidence regarding this citation.
This decument was titled "PASSR Audit” beside
of this Residents name the facility staff had
documented “cut of (town in another
state)." The DON was asked. for further
clarification as to why this was written on the POC
the DON referred the surveyor to the facility SW
(social worker).

During an interview with the SW on 08/21/19 at
1.23 p.m., the SW verbalized to the surveyor that
this Resident did not have a completed PASARR
as she was criginally admitted in 2012 from out of
state.

The survey team shared with the DON a letter
from Virginia DMAS (department of medical
assistance services) dated 11/19/18 that outlined
the process to ensure Residents in nursing
facilities had a level | PASARR in place.

On 08/21/19 at 2:20 p.m_, the DON verbalized to
the surveyor that the SW had been using other
information in regards to obtaining PASARR's. No

: copy of this information was given to the survey
team.

The facility POC (plan of correction) read in part,
“Identification of Deficient Practices & Corrective
Action(s)...The sccial services director and/or
Admissicns director will complete a 100% review
of all residents to identify residents who needed a
level Il PASRR (sic) completed prior to admission
but did not have one. All negative findings will be
corrected at the time of discovery...Completion
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Date: 08/04/19."

The administrator, DON (director of nursing), and
nurse consultant were notified of the issue
regarding Resident #113 not having a level |
PASARR on 08/21/19 at approximately 2:25 p.m.

No further information regarding this issue was
provided to the survey team prior to the exit
conference.

2. For Resident #108 the facility staff failed to
ensure a level 1 PASRR (pre-admission
screening and Resident review) was completed.

Resident #108's face sheet listed an admission
date of 03/20/07 and a readmission date of
02/02/19. The Resident’s diagnosis list included
diagnoses of, but not limited to, seizure disorder,
hypertension, anemia. hyperlipidemiz,
depression, dysphagia, intellectual disabilities,
altered mental status, allergic rhinitis, and
gastroesophageal reflux diserder,

Resident #108's most recent quantery MDS
{minimum data set) with an ARD (assessment
reference date) of 08/04/19 assigned the
Resident a BIMS (brief interview for mental
status) score of 11 out of 15 in section C,
cognitive patterns.

The social services section of Resident #108's
clinical record was reviewed on 08/21/19. The
surveyor could not locate a PASRR in this section
of the clinical record. Surveyor spcke with the
DON {director of nursing) and informed her that a
PASRR could not be located. DON stated she
would look for it.
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Continued From page 5

The DON informed the surveyor on 08/21/19 at
approximately 10:15 am that, per the sccial

| worker, Resident #108 would not have 2 PASRR
: "because he's been here 31 years". DON stated

that Resident #108 did have a UAI (uniform
assessment instrument) in his clinical record.,

Fhe concern of Resident #108 not having a
PASRR in his clinical record was discussed with
ihe administrative team {administrator, DON,
regional nurse consuitant) on 08/21/19 at
approximately 14:45,

Mo further information was provided prior to exit.

Quality of Care
CFR(s): 483.25

§ 483.25 Quality of care

Quality of care is & fundamental principle that
applies to all treatment and care provided to
facility residents. Based on the comprehensive
assessment of a resident, the facility must ensure

that residents receive treatment and care in
| accordance with professional standards of

pracfice, the comprehensive person-centered
care plan, and the residents’ choices.

This REQUIREMENT is not met as evidenced
by:

Basecd on staff interview, clinical record review

| and facility document review the facility staff failed
. to ensure

that residents received treatment and care for 2
of 13 residents, Residents #104 and #101.

i The findings included:

. 1. For Resident #104 the facility staff failed to

follow physician’s orders for the adrministration of

{F 645}

{Feaqy; Fo84
Corrective Action(s):

Resident #104’s attending physician was
notificd that the facility staff failed to
follow physician’s orders for the
admintstration of Lonhala Magnair
medicatien. A facility Incident &
Accident form was completed for this
incident,

Residents #101°s attending physicians
was notitied that the facility staff
provided restorative nursing services to
the resident without a physician’s order.
A facility Incident & Accident form was
completed for this incident.
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the medications Lonhala and Brevana., According
to the Physician’s Desk Reference, Brovana is an
inhaled medication used in the treatment of
chronic obstructive pulmonary disease. According
to the Physician's Desk Reference, Lonhala is an
inhaled medication used in the maintenance
treatment of chronic cbstructive pulmonary
disease,

Resident #104's face sheet listed an admission

date of 11/29/12 and a readmission date of
23/01/18. The resident's diagnosis kist included
diagnoses of, but not limited to Vitamin B12
deficiency, hypertension, benign prostatic
hyperplasia, coal worker's pneumoconicsis,
anxiety, diverticulitis, hearing loss, chronic
obstructive pulmonary disease, insomnia, allergic
rhinitis, anemia, dysphagia, pain, censtipation,

: and hypothyroidism.

The most recent guarterly MDS (minimum data
set) with an ARD (assessment reference date) of
07/30/18 assigned the resident a BIMS (brief
interview for mental status) score of 14 out of 15
in section C, cognitive patterns.

The physician's orders section of Resident #104's
clinical record were reviewed and contained a
signed physician's order dated 08/G8/19, which
read in part "Start: Lonhala 25 mcqg via neb
{nabulizer) g12h {every 12 hours)" and "Brovana
15 mecg/2ml Sein (solution} via neb q12h".

| Resident #104's eMAR {electronic medication
administration record) for August 2019 was

reviewed and contained entries, which read in
part "Brovana 15 meg/2 ml solution via neb
treatmant Q 12 hours" and "Lonhala Magnair 25
mcg starter Q 12 hours”. The entry for the

All residents may have potentially been
affected. A 100% review of all resident’s
medication orders has been conducted by ¥+
the DON/designee identify residents at
risk. Residents found to be at risk due the
medications being unavailable from the
pharmacy will be corrected at time of
discovery and their attending physicians
will be notified. A facility Incident and
Accident form has been completed for
each,

The DON/designee will conduct a 100%
review the facility’s restorative nursing
treatment logs to identify resident who
may be receiving Restorative Nursing
Services without an appropriate
physician’s order.Residents identified at
risk will be corrected at time of discovery
and the attending physician will be
notified of each negative finding and a
facility Incident & Accident form
completed.

Systemic Change(s):

The facility policy and procedures have
been reviewed and no revisions are
warranted at this time. The nursing
assessment process as evidenced by the
24Hour Report and documentation in the
medical record /physician orders remains
the source document for the development
and monitoring of the provision of care,
which includes, obtalning, transcribing
and administering physician ordered
medications, treatments and nursing
services. The DON and/or Regional nurse
consultant will inservice all licensed
nursing staff on the procedure for
obtaining, transcribing, and completing
physician medication and treatment
orders. Te include following and
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| Brovana was coded "N" on 08/10/19 and CB/11/19
- at both 8 am and 8 pm. The entry for the Lonhala
' was coded with "N on 08/10/19 and 08/11/19 at
both 8 am and 8 pm, and on 08/12/19 and
08/13/19 2t 8 am. The entry indicated that the
medication was not administered.

The notes section of the eMAR was reviewed and
contained notes, which read in part, "9:06AM,
8/10/18 Brovana 15 meg/2m) selution via neb
tr...scheduted for 08/10/2019 was nct
administered-Other.pending provider
clarification”, "9:06AM, 8/10/19 Lonhala Magnair
25 meg starter Q 12 hou...scheduted for
08/10/2019 8:00 AM was not

i administered-Other.pending provider
clarification”, “12:00AM, 08/11/15 Brovana 15
mcg/2mt solution via neb tr...scheduled for
08/10/2019 8:00 PM was not
administered-Other.pending provider
clarification”, "12:00AM, 8/11/13 Lonhala Magnair
25 meg Starter Q 12 hou...scheduled for
08/10/2015 8:00 PM was not
administered-Other.pending provider
clarification™, "9:30AM, 8/11/19 Brovana 15
mecg/2rml solution via neb tr...scheduled for

- 08/11/2019 8:00 AM was not

. administered-Other.pending provider
clarification”, "9:30AM 8/11/19 Lonhala Magnair
25meg Starter @ 12 hou...scheduled for
08/11/2019 8:00 AM was not administered-Other
pending provider clarification”, "11:16PM, 8/11/19
Brovana 15 mcg/2ml solution via neb
tr...scheduled for 08/11/2019 8:00 PM was not
administered-Other.pending provider
clarification”, 11:16PM, 8/11/19 Lonhala Magnair
* 25 meg starter Q 12 hou...scheduled for

- 08/11/2019 8:00 PM was not
administered-Other.pending provider

physician order. )

The Pharmacy Policy and Procedure has
been reviewed and no changes are i
warranted. All licensed nursing staff have '
been inserviced on the Policy and
Procedure for medication administration
to included medications that are
unavailable or do not arrive at the facility
- limely from the pharmacy for

I administration. The inservice will inciude
the steps the nurses should take should a
medication not be delivered timely from

| the pharmacy

Monitoring:

The DON wili be responsibie for
maintaining compliance. The
DON/designee will perform nio less than 2
MAR reviews/week to monitor for
compliance; and also a weekly review
ofRestorative Nursing flow sheets audits
' to monitor for compliance will be

i completed Any/all negative findings and
i orerrors will be corrected at time of
discovery and disciplinary action will be
taken as needed. Aggregate findings of
these audits will be reported to the
Quality Assurance Committee quarterly
for review, analysis, and
recommendations for change in facility
policy, procedure, and/or practice.
Completion Date: 9/13/19

(x4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION s
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
{F 684} | Continued From page 7 {F 684) providing Restorative nursing services per

FORM CMS-2557(02-89) Previous Versions Obsolata

Event ID:TGIN12

Factity ID VAQ109

If cantinuation sheet Page 8 of 32




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 08/30/2019
FORM APPROVED
OMB NO. 0938-0381

clarification”, "9:11AM 8/12/18 Lonhala Magnair
25 mey Starter @ 12 hou...scheduled for
08/12/2019 800 AM was not
administered-Other.pending provider
clarification.medication on order per pharmacy”
and "11:43AM, 8/13/19 Lonhala Magnair 25 mcg
Starter Q 12 hou...scheduled for 08/13/2019 &.00
AM was nat administered-Other. pending provider
clarification.pending arrivat form pharmacy the

| device to deliver the dese, MD notified".

. The surveyor spoke with LPN (licensed practical
i nurse) #1 on 08/21/19 at approximately 8:00 am
regarding Resident #104's medications. LPN #1
stated that the medication was not avaitable from
the pharmacy. Also siated that it tock longer for
the Lonhalz to arrive from pharmacy due to
needing a special nebulizer kit.

The surveyor spoke with pharmacist #1 on
08/21/49 at approximately 9:15 am regarding

Resident #104's medications. Pharmacist #1
stated the Brovana was sent out on 08/08/18 on
the @ pm pharmacy run. Pharmacist stated that a
30-day supply of the medication was sent at this
time. Pharmacist #1 stated that a refill for the
Lonhala was sent at the same time as the
Brovana. Pharmacist #1 also stated that the
Lonhsla starter kit was not sent until 08/12/18 an
the 1 pm pharmacy run. This was due to having
to special order the starter kit, and it did not come
in until then.

The surveyor requested a copy of the pharmacy
| manifest for Resident #104. This was provided to
the surveyor on 08/21/19 at approximately 2:10

: pm. The pharmacy manifest indicated that
Resident #104's Brovana was received at the
facility on 08/09/18 at 12:16 AM. The pharmacy
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manifest indicated that Resident #104's Lenhala

Magnair Starter kit was received at the facility on
08/12/19 at 6:51 PM.

The surveyer spoke with the DON ({director of
nursing) on 08/21/19 at approximately 12:55 pm
regarding Resident #104. DON stated she could
not confirm why Resident #104’s medications

- were not administered.

The cancern of nat following the physician's order
for the administration of medications was
discussed with the administrative team
{(administrator, DON, regional nurse consultant)
during a meeting on 08/21/19 at appreximately
1445,

No further information was provide prior to exit.
2. For Resident #101, the facility provided
restorative nursing services without a physicians
order.

The resident's face sheet revealed that Resident
#101 had been admitied to the facility 02/05/18
and had been readmitted on 10/12/18.

The diagnosis tab in the resident's EHR
(electronic health record), included the diagnoses
encephalopathy, hypothyroidism, dementia
dysphagia, and depressive disorder.

Section C {cognitive patterns) of the resident's
_quarterly MDS {minimum data set) assessment
with an ARD {assessment reference date) of
08/13/19 had been coded 1/1/3 {0 indicate the :
resident had problems with long and short term i
memory and was severely impaired in cognitive ‘
skills for daily decision making. ’

1
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On 08/20/19 at approximately 11:55 a.m., during

the entrance conference with the administrator,

the surveyor requested 3 list of residents that

were currently receiving restorative nursing
services.

On 08/20/19, the DON (director of nursing)
- provided the surveyor with a copy of a list of
residents currently receiving restorative nursing
services. Resident #101 was the first resident
listed on this facility document, This resident was
then placed in the resident sample, This
document was part of the facility's credible
evidence indicating they had completed weekly
audits of the residents receiving restorative
nursing. Beside the resident's name the facility
staff had placed a check under the dates of
08/02, 08/09, and D8/186.

The resident's EHR (electronic health record) was
reviewed on 08/20/19. The surveyor was unable
to find any orders in regards to restorative nursing
services.

The resident's comprehensive care plan included
the problem area total care. Approaches
included, but were not limited to, physical
therapy/occupational therapy/restarative nursing
as needed/ordered.

i During an interview with the DON on 08/20118,
the DON verbalized to the surveyor that the
resident's restorative nursing services had been
discontinued on 07/26/19. However, she was still
being seen by restorative as the discontinue order
did not make it to the restarative tracking book
due to human error. The DON stated the QA
{quality assurance) nurse was responsible for the
follow-up/monitering for the POC {plan of

{F 684}
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correction). The DON provided the surveyor with
copigs of handwritten orders transcribed on
07/26/19 by the facility occupational therapist to ‘ i
discontinue restorative nursing as the resident 3
wauld be receiving QT (cccupational therapy}
services. The DON stated this order was located
in the resident's hard chart. \

On 08/20/19 during an interview with the QA
nurse, the QA nurse verbalized to the surveyor
that she had not seen the phone order to
discontinue the resident's restorative nursing.
When asked if everyone at the facility that
received restorative nursing services had a
physicians order the QA nurse stated yes. When
asked how she completed the audits for the
restorative nursing part of the POC audits the QA \
nurse states she went by the book at the desk the
"Restorative book."

The DON provided the surveyor with a copy of
the resident's "Restorative Care Flow Record" for
: the menth of August 2018. This flow sheet

. indicated that this resident hag passive range of
motion to the right upper and lower extremities

" from 08/01-08/19/18 and transfer training on

i 08/01-08/07 and 08/08-08/15/19.

Under the heading of "Monitoring” on the facility ‘
. POC the facility had documented that the "DON
- will be responsible for maintaining compliance. |
The DON, ADON (assistant director of nursing)
andfor Unit Manager will perform weekly .
' Restorative Nursing flow sheets audits to monitor ‘ E
| for compliance. Any/all negative findings and ‘
errors will be corrected at time of discovery and ‘
disciplinary action will be taken as . ‘
needed...Completion Date: 08/04/19."
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The administrator, DON (director of nursing), and
nurse consultant were notified of the issue
regarding Resident #101 receiving restorative
services without a physicians order and the issue
with their POC audits on 08/21/19 at
approximately 2:25 p.m.

Mo further information regarding this issue was
provided to the survey team prior to the exit
conference.

Pharmacy Srves/Procedures/Pharmacist/Records
CFR{s}): 483.45{a)(b)(1)-(3)

§483.45 Pharmacy Services

The facility must provide routine and emergency
drugs and biologicals to its residents, or obtain
them under an agreement described in

. §483,70(q). The facility may permit unlicensed
" personnel to administer drugs if State law

permits, but only unger the general supervision of
a licensed nurse.

§483.45(a) Pracedures. A facility must provide
pharmaceutical services (including procedures
that assure the accurate acquiring, receiving,
dispansing, and administering of all drugs and

{F 684}

-
.

{F 755} F755 . )
| Corrective Action(s):

Resident 104°s attending physician has
been notified that the facility failed to
ensure that the physician ordered l.onhala
Magnair wasavailable from pharmacy for
administration. A facility Incident and
Accident form has been completed for
this incident.

Identification of Deficient Practices &
Corrective Action(s):

All residents may have potentially been
affected. A 100% review of all resident’s
medication orders has been conducted by
the DON/designee identify residents at
risk. Residents found 1o be at risk due the

biologicals) to meet the needs of each resident, medications being unavailable from the
pharmacy will be corrected at timc' qf
§483.45(b) Service Consuitation. The facitity discovery and their attending physicians
must employ or obtain the services of a licensed will be notified. A facility Incident and
pharmacist who- g Accident form has been completed for
i each.

§483.45(b)(1) Provides consultation on afl :

| aspects of the provision of pharmacy services in
the facility.

| §483.45(b)(2) Establishes a system of records of

receipt and disposition of ali controlled drugs in

| |
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sufficient detail to enable an accurate
reconciliation; and

§483.45(b){3) Determines that drug records are in
order and that an account of all controlled drugs
is maintained and periodically reconciled.

This REQLHREMENT is not met as evidenced
by:

Rased on staff interview, clinical record review
and facility document review the facility staff failed
to ensure

that routine medications were available for

- administration for 1 of 13 residents, Resident
#104

The findings included:

The facility staff failed to ensure the medication
Lonhala Magnair was available for administration.

According to the Physician's Desk Reference,
Lonhala is an inhaled medication used in the
maintenance treatment of chronic obstructive

i pulmanary disease.
1

| Resident #104's face sheet listed an admission

| date of 11/29/12 and a readmission date of

' 03/01/19. The resident's diagnosis list included
diagnoses of, but not limited to Vitamin B12
deficiency, hypertension, benign prostatic
hyperplasia, coat werker's pneumeoconiosis,
anxiety, diverticulitis, hearing loss, chranic
obstructive pulmonary disease, insomnia, aflergic
rhinitis, anemia, dysphagia, pain, constipation,
and hypothyroidism.

The most recent quarterty MDS (minimum data
set) with an ARD {assessment reference cate) of
07/30/19 assigned the resident a BIMS (brief

The Pharmacy Policy and Procedure has
heen reviewed and no changes are
warranted. All licensed nursing staff have
been inserviced on the Policy and
Procedure for medication administration
to included medications that are
unavailable or do not arrive at the facility
timely from the pharmacy for
administration. The inservice will include
the stcps the nurses should take should a
medication not be delivered timely from
the pharmacy.

Monitoring:

The DON is respensible for maintaining
compliance. The DON/designee will
conduct weekly audits of resident MAR’s
each week to confirm the availabiiity of
all ordered drugs. All negative findings
will be corrected at the time of discovery.
Results of the reviews will be reported to
the Quality Assurance Committee for
review, analysis, and recommendations
for change in facility policy, procedure,
and/or practice.

Completion Date: 9/13/19
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administered.

interview for mental status) score of 14 out of 15
in section C, cognitive patterns.

The physician's orders section of Resident #104's
climical record was reviewed and contained a
signed physician's order dated 08/08/19, which
read in part "Stant: Lonbala 25 mecg via neb
{nebulizer) g12h (every 12 hours)".

Resident #104's eMAR (electronic medication
administration recerd) for August 2019 was
reviewed and contained an entry, which read in
part "Lonhala Magnair 25 mcg starter Q 12
nours”. The entry for the Lonhala was coded with
“N" on 08/10/19 and D8/11/19 at bath 8 am and 8
pm, and on 08/12/19 and 08/13/19 at 8 am. The
entry indicated that the medication was not

The notes section of ihe eMAR was reviewed and
contained notes, which read in pan, "9:06AM,
8/10/19 Lonhala Magnair 25 mcg starter Q 12
hou...scheduled for 08/10/2019 8:00 AM was not
administered-Cther.pending provider
clarification”, "12:00AM, 8/11/19 Lonhala Magnair
26 mcg Starter Q 12 hou...scheduled fer
08/10/2019 8:00 PM was not
administered-Other.pending provider
clarification”, "9:30AM 8/11/19 Lonhala Magnair
25mceg Starer Q 12 hou...scheduled for
0&/11/2019 8:00 AM was nct administered-Other
pending provider clarification”, "11:18PM, 8/11/19
Lonhala Magnair 25 mcg starter Q 12
hou...scheduled for 08/11/2019 8:00 PM was not
administered-Other.pending provider
clarification”, "8 11 AM 8/12/19 Lorhala Magnair
25 mcg Starter Q 12 hou...scheduled for
08/12/2C19 8:00 AM was not
administered-Other.pending provider
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clarification.medication on order per pharmacy”

and "11:43AM, 8/13/19 Lenhala Magnair 25 mcg
Starter Q 12 hou...scheduled for 08/13/2018 8:00
AM was not administered-Other.pending provider

" clarification.pending arrivat form pharmacy the

device to deliver the dose. MD notifieg".

The surveyor spoke with LPN (licensed practical
nurse) #1 on 08/21/19 at approximately 8:00 am
regarding Resident #104's medications, LPN #1
stated that the medication was not available from
the pharmacy. Also stated was that it took longer
for the Lonhala to arrive from pharmacy due to
needing a special nebulizer Kit.

The surveyor spoke with pharmacist #1 on
08/21/19 at approximately 8:15 am regarding
Resident #104's medications. Pharmacist #1
stated the Brovana was sent out on 08/08/19 on
the 9 pm pharmacy run. Phanmacist stated that a
30-day supply of the medication was sent at this
time. Pharmacist #1 stated that a refill for the
Lanhala was sent out on 08/08/19 on the 9 pm
pharmacy run. Pharmacist #1 also stated that the
l.onhala starter kit was not sent until 08/12/18 on
the 1 pm pharmacy run. This was due to having
to special order the starter kit, and it did nof come
in until then.

The surveyor requested a copy of the pharmacy
manifest for Resident #104. This was provided to
the surveyor on D8/21/19 at approximately 2:10
pm. The pharmacy manifest indicated that

" Resident #104's Lonhala refill was received at the

facility on 08/09/19 at 12:16 AM. The pharmacy
mamifest indicated that Resident #104’s Lonhala
Magnair Starter kit was received at the facility on
08/12/19 at 5:51 PM.

{F 755)
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The surveyor spoke with the DON (director of
nursing} on 08/21/19 at approximately 12:55 pm

. regarding Resident #104. The DON stated that if

the resident's medications were not available for
administration, she would expect the nurse to
netify the pharmacy for delivery. if the medication

" cannot not be delivered, call the MD to Iet them

know the medication is not available, and to see if
they want to order a different medication. The
surveyer asked the DON if the facility has a
physician on call 24/7, and she siated that they
tdo. The DON could offer no explanation as to
why the physician was not notified of Resident
#104's medications not being available.

The surveyor requested and was provided with a
copy of a facility policy entitled "Medication i
Shortages/Unavailable Medications™ which read ;
in part, "1. Upon discovery that facility has an
inadequate supply of a medication to administer

to a resident, facility staff should immediately

initiate action to obtain the medication from

pharmacy. 4. If an emergency delivery is

unavailable, facility nurse should contact the

" attending physician to obtain arders or directions.

5. If the medication 1s unavailable from pharmacy

. or a third party pharmacy, and cannot be supplied
_from the manufacturer, facility should obtain

alternate physician/prescriber orders, as
necessary".

The concern of the medicaticns not being
available for administration was discussed with
the agministrative team (administrator, DON,
regional nurse consultant) during a meeting cn
08/21/19 at approximately 2:45 pm,

No further information was provided prior to exit.
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§5=D | CFR(s): 483.45(c){(3)(e}(1}-(3)

§483.45(e) Psychotropic Drugs.

§483,45{c){3) A psychotropic drug is any drug that
affects brain activities associated with mental
processes and behavior. These drugs include,
but are not limited te, drugs in the following
categories:

{i) Anti-psychotic;

(i) Anti-depressant;

(it} Antranxiety; and

. (iv) Hypnotic

Based on a comprehensive assessment of a
resident, the facility must ensure that-—

| §483,45(e)(1) Residents who have not used
psychotropic drugs are not given these drugs
unless the medication is necessary to treat a
specific condition as diagnosed and documented
in the clinical record;

§483.45(e}(2) Residents who use psychotropic
drugs receive gradual dose reductions, and

! behavioral interventions, unless clinically
contraindicated, in an effort to discontinue these
drugs;

§483.45(e)(3) Residents do not receive
psychotropic drugs pursuant to a PRN order
uniess that medication is necessary to treat a
diagnosed specific condition that is documented
in the clinical record; and

§483.45(2)(4) PRN orders for psychotropic drugs
are limited 1o 14 days. Except as provided in
§483.45(e)(5), if the attending physician or

1
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Resident 10775 attending physician was
notified that facility staff failed to monitor  ;,
the resident for side effects of the
physician ordered Lexapro {escitalopram).
A facility Incident & Accident form was
completed for this incident.

Resident 106°s attending physician was
notified that facility staff failed to monitor
the resident for side effects of the

physician ordered trazadone. A facility
Incident & Accident form was completed

for this inctdent.

Resident 108s attending physician was
notified that facility staff failed to monitor
the resident for side effects of the
physician ordered citalopram. A facility
Tncident & Accident form was completed
for this incident.

Identification of Deficient Practice(s)
and Corrective Action(s):

All other residents receiving
antidepressant medications may have
been polentially affected. The
DON/designee will review the medication
arders of all residents receiving
antidepressent medication io identify
residents without appropriate
psychotropic medication monitoring.
Any/all negative findings will be
communicated to the attending physicians
for corrective action. A Facility Incident
& Accident form will be completed for
each negative finding.
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- prescribing practitioner pelieves that it is

apprepriate far the PRN order to be extended
beyond 14 days, he or she should document their
rationale in the resident's medical racord and
indicate the duration for the PRN order.

§483.45(e)(5) PRN orders for anti-psychotic
drugs are limited to 14 days and cannot be
renewed uniess the attending physician or
preseribing practifioner evaluates the resident for
the appropriateness of that medication.

"This REQUIREMENT is not met as evidenced

oy:

Based on staff interview, facility document
review, and clinical record review, the facility staff
failed to ensure that

psychotropic medications were not given unless

| the medications were necessary to treat a

specific condition by monitoring for side effects of
the psychotropic medications for 3 of 13
residents, Residents #107, #108, and #108.

The findings included:

1. For Resident #107, the {acility failed te monitor
for the side effects of the anti-depressant
medication lexapro (escitalopram). This resident
(previously identified as #45) was cited at the
annual survey for failing to monitor for side effects
associated with this same medication,

The residents EHR (slectronic health record) was

' reviewed on 08/20 and 08/21/18.

A raview of the resident's face sheet revealed that
Resident #107 had been admitted to the faciiity
D6/09/15 and had been readmitted on 01/09/15.
Diagnoses on this face shzet included, but were
not limited to, altered mental status, essential

The facility Policy and Procedure has
been reviewed. No revisions are
warranted at this time. All nursing
staffwill be inserviced by the DON and/or
regional nurse consultant and issued a
copy of the facility policy and procedure
for proper administration and monitoring
for behaviors, side effects and
effectiveness of psychotropic
medications.

Manitoring:
The DON is responsible for maintaining
compliance. The DON, ADON and/or
Unit Manager will complete weekly
physician orders and MAR audits on afl
residents receiving psychotropic
medications to monitor compliance. Al
negative findings will be corrected
immediately and appropriate disciplinary
action will be taken as necessary.
Agoregate findings of these audits will be
provided to the Qualily Assurance
Committec for review, analysis, and
recommendations for change in facility
policy, procedure, and/or practice.
Completion Date: 9/13/19

-
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hypertension, sleep apnea, generalized anxiety
disorder, major depressive disorder, cognitive

Section C {cognitive patterns) of the resident's
quarterly MDS (minimum data set) assessment
with and ARD (assessment reference date) of
07112119 included a BIMS (brief interview for
mental status) summary score of 9 out of a
oossipble 15 points.

the problems area mood/behavior/psychosocial

changes, pharmacy reviews as needed, GDR
{gradual dose reduction} as recommended, and
administer medications as ordered by the
physician.

The resident's EHR included a physicians order
for the anti-depressant medication escitalopram
20 mg tablet one po (by mouth) everyday. The
diagnosis was documented as depression.

A review of the resident's eMARs (electronic

this medication was being administered daily at
8:00 a.m. The eMAR did not inciude any

for side effects of this medicaticn,
Cn 08/20/18 at 3:45 p.m., the DON (director of

side effects of the resident's psychotropic
medications.

they had failed to monitor for side effects of the

communication deficit, and delusional disorders,

The resident's comprehensive care plan included

wellbeing and psychotropic drug use. Approaches
included, but were not limited to, notify MD of any

medication administration records) revealed that

information to indicate the facility was monitoring

nursing) was asked for evidence of monitoring for

On 08/20/19, the DON stated to the surveyor that
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lexapro.

COn 08/21/19 at 330 a.m., the DON verbalized to
the surveyor that their system (computer system)
d:d not let them key in the side effects and we
would not "._.see any...” for lexapro. The DON
then added when they held their care ptan
meetings they asked this resident what her goals
were. We would capture side effects. When
asked for evidence of anything since the facility
AOC {allegatien of compliance} date of 08/04/19
the DON stated they did nat have anything.

A review of the facility policy/procedures
regarding adverse consequence and medication
errors read in pan, "..residents receiving any
medication that has a potential for an adverse
cansequence will be monitored to ensure that any
such consequences are promptly identified and
reported. An “adverse consequence” is defined
as an unpleasant symptom or event._Ap adverse
conseguence may include...side effect. "

The facility policy/procedure in regards to
psychotropic medication use read in part, ".. A
psychotropic drug is any medication that affects
brain activities associated with mental processes
and behavior.. All medicaticns used 1o treat
behaviors should be monitored for...harm or
adverse conseguences..."

The facility POC (plan of correction) read in part,
"Corrective action: Resident #45's {now known as
Resigent #107) attending physician was notified
that facility staff failed to manitor Resident #45 for
side effects and effectiveness of the physician
ordered Lexapro...Monitoring. .The DON is
respensible for maintaining compliance. The
DON, ADON (assistant director of nursing) and/cr
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Unit Manager will complete weekiy physician
orders and MAR (medication administration
record) audits on all residents receiving

All negative findings will be corrected
immaediately...Completion Date: 08/04/19."

The facility provided the surveyor with evidence

and 08/15/19.

nurse consultant were notified of the issue
regarding monitoring for side effects for the

approximately 2:25 p.m.

Ne further information regarding this issue was
provided to the survey team prior to the exit
conference.

2. The facility staff failed to monitor Resident
#106 for side effects associated with the use of
Trazodone (an antidepressant).

Resident #106's "face sheet' noted the resident

included hut were not limited to, chronic
obstructive pulmonary dizsease (COPD),
emphysema, unspecified psychosis, paranoid
schizophrenia, major depressive disorder, and
anxiety.

The clinical record for Resident # 106 was

reviewed on 08/21/19. The most recent MDS

date) of 08/05/19. Section C of the MDS
assessed cognitive patterns and Resident #1056

psychotropic medications tc monitor compliance.

that audits had been compieted on 08/01, 08/08,

The administrator, DON (director of nursing), and

antidepressant medication lexapro on 08/21/19 at

was originally admitied to the faciity on 12/10/10
with a re-admission date of 12/09/11. Diagnoses

{minimum data set} assessment was a quarterly
assessment with an ARD (assesstment reference
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had a BIMS (brief interview for mental status)
score of 15 out of 15.

The current plan of care for Resident #106 was
reviewed and revised with facility staff signatures
documented on 08/06/19. The facility staff

. documented a problem area as,
"Mood/behavioripsychotropic drug use:
{Resident's name) has dx (diagnosis) psychosis,
paranoid schizophrenia, anxiety, mental d/o

. {diserder), conduct d/o (disorder), depressian,

. {Resident #108's name) does exhibit behaviors
such as yeiling from door of room up hall to
nursing staff instead of using CB (call bell}, she
exhibits with persistant {sic] thoughts of fantasy
ie: male vendors comes to building she gravitates
to them, she has germ phobia[sic] will ask staff

- not to put things in her trash can, doesn't [sic] like
when rocm mates using [sic] the commode in

“room. No behaviors documented this r [sicl.”
The care plan's interventions/approaches”
included put were not limited to, "Evaluate
effectiveness and side effects of medications for
possible decreaselelimination of psychotropic
drug.”

Resident #106's physician orders incluged but
werg not limited to, "Trazodone 150mg {milligram)
tablet 1 po (by mouth) ghs {every night at
bedtime).” On 08/21/19, one surveyor reviewed
the August 2019 medication administration record
(MAR) for Resident #106. The MAR included
documentation that Trazodone had been given
every night in Augus! by a check mark and staff
initials noted every night. The MAR included an
area for staff comments or notes. For each dose
of Trazodone given, sta® documented an answer
for "Pre Admin Antidepressant Medication
Monitoring.” The MAR did not include evidence

{F 758}
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of monitoring for side effects of Trazcdone.

‘ The director of nursing {DON) was interviewed on

08/21/13 at 12:42 p.m. regarding Resident #106's
MAR documentation of Trazodone side effects.
The DON stated the facility's computer system,
through their corporation, was set up for
anti-depressant behavior monitoring, not side
effects monitering. The DON stated the
expectation was to discuss side effects of any
medication during care plan meetings which were
documented in the nursing notes. One surveyor
reviewed Resident #106's nurses notes for
August 2019, The nurses "Annual Care Plan
Meeting" was documented on 08/08/19 and noted
the resident's behaviors however, did not address
side effects specifically.

The facility's pharmacy (Omnicare) policy titled,
"3 8 Psychotrepic Medication Use" was reviewed

" on 08/21/19. The policy read in part, "7. All

medications used to treat behaviars must have a
clinical indication and be used in the lowest
possible dose to achieve the desired therapeutic
effect. All medications used to treat behaviors
should be monitored for: 7.1 Efficacy, 7.2 Risks.
7.3 Benefits, and 7.4 Harm or adverse
consequences.”

The facility's director of nursing, administrator,
and nurse consultant were notified of the above
referenced findings during a meeting with the
survey team on 08/21/19 at 2:28 p.m.

No further information was provided to the survey
team prior to the exit conference.

3. For Resident #108 the facility staff failed to
monitor for the side effects of the psychotropic
medication citalopram HER.

{F 758}
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: According to the Physician's Desk Reference,
- citalopram is a medication used to treat
" depression.

Resident #108's face sheet listed an admission
date of 03/20/07 and a readmission date of
02/02/13. The resident's diagnosis list indicated
diagnoses, which included, but not limited to
seizure disarder, hyperiension, anemia.
hyperlipidemia, depression, dysphagia,

. inteflectual disabilities, altered mentat status,

- allergic rhinitis, and gastroesophageal reflux

. disorder,

Resident #108's most recent quarterly MDS
(minimum data set) with an ARD (assessment
" refarence date) of 08/04/19 assigned the resident
& BIMS (brief interview for mental status) score of
“11 nut of 15 in section C, cognitive patterns.

The physician's orders section of the resident's

clinical record was reviewed on 08/21/19. It

contained a physician's order summary for the

month of August 2018, which read in part

"Citalopram HBR 20 mg tablet. 1 tablet pa (by
_mouth) daily for depression)™.

- Resident #108's eMAR (electronic medication
administration record) for the month of August

" was reviewed and contained an entry, which read
in part "Citaiopram HBR 20 mg tablet. 1 Tablet po

" daily for depression. This entry was initialed as
given per physician’s orders. The surveyor could
not locate any monitoring off side effects of this
medication.

Surveyor spoke with the DON (director of
nursing) on 08/21/19 at approximatety 12:40 pm
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regarding Resident #108's medications. DON
stated, "We are nat monitoring fer side effects™

Surveycr requested and was provided with a
policy entitied "Adverse Consegquences and
Medication Errars" which read in part, "1.
Residents receiving any medication that has a
potential for an adverse consequence wili be
monitored to ensure that any such conseguences
are promptly identified and reported. 2. An
‘adverse consequence' s defined as an
unpleasant symptcm or event that is due to or
associated with a medication, such as an
impairment or decline in an individual's mental or
physical condition or functional er psychosocial
status, An adverse consequence may include: b,
Side effect”

The zoncern of not monitoring for side effects of

- the psychotropic medication citalopram was

discussed with the administrative team
(administrater, DON, regional nurse consultant)
during a meeting on 08/21/19 at approximately
2,45 pm.

No further information was provided prior to exit,
Label/Store Drugs and Biologicals
CFR(s): 483.45(q)(h}{1)(2)

§483.45(qg) Labeling of Drugs and Biologicals
Drugs and biologicals used in the facility must be
labeled in accordance with currently accepted
professional principles, and include the

| appropriate accessory and cautionary

instructions, and the expiration date when
applicable.

§483.45(h) Storage of Drugs and Biologicats

{F 758},

L (Frety  FTOL
' Corrective Action(s):

this incident.

| the refrigerator.

The undated vial of lidocaine; and expired
niacin, vancomycin, ABH gel, bisacodyl

stimulant laxative and ibuprofen were |
discarded on- 8/21/19. A facility incident !
and accident form has been completed for !

The lockbox in the lefi side med room has
1 been permanently affixed to the interior of
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§483.45(h)(1} In accordance with State and
Federal laws, the facility must store all drugs and
i biologicals in focked compartments under proper
| temperature contrels, and permit anly authorized
personnel to have access ta the Keys.

§483 45(h)(2) The facility must provide separately

" lecked, permanently affixed compartments for
storage of controlled drugs listed in Schedule H of

i the Comprehensive Drug Abuse Prevention and

i Control Act of 1976 and other drugs subject to

abuse, except when the facility uses single unit

package drug distribution systems in which the

guantity stored is minimal and a missing dose can

' be readily detected.

This REQUIREMENT is not met as evidenced

by:

Based on observations, staff interview, and

, faciity document review the facility staff stored

~ expired medications in 1 of 2 madication rooms

- and 2 of 4 medication carts and also failed to

, ensure the narcotic box was permanently affixed

1o the refrigerator in 1 of 2 medication rooms.

The findings included:

The facility staff failed to date opened lidocaine

HCI 1% vials, failed to discard outdated niacin,

vancomycin, ABH gel, bisacodyl stimulant

laxative, and ibuprofen and failed to secure
refrigerated ABH gel.

- On 8/21/19 at 10:35 a.m. two surveyors aleng
with one facility employee, a licensed practical
nurse (LPN #1), observed medication storage
and fabeling in a locked medication storage room
referred to as the "left side medication room." In
" ane upper cabinet, two bottles of Niacin (an over

Corrective Action(s):

All unit medication rooms,medication
refrigerators and medication carts used for
the storage medications may have been
potentially affected. The DON, ADON
and/or Unit Manager will conduct a 100%
review of the medication room,
medication carts, and medication
refrigerators to identify any expired,
undated or loose medications; and will
review all med room refrigerators to
cnsure that the narcotic lock boxes are
permanently affixed to the inside of the
refrigerator. Any/all negative findings
will be corrected at time of discovery. A
Facility Incident and Accident Form will
be completed for each incident identified.

Systemic Change(s):

Facility policy and procedure for
medication and biological storage have
been reviewed and no changes are
warranied at this time. All licensed nurses
will be inscrviced by the DON on the
facility policy and procedure for storing
medications and biologicals. The nursing
staff will also be inserviced on the
Medication Administration Policy and
Procedure 1o include weekly review of all
Medication rooms, medication
retrigerators and medication carts for
medications to inchide injectables and
unrefrigerated medications and
binlogicals that may be expired or opened
with no date or laying loose in the
medication carts. In addition, The
Pharmacy consultant will check each
medication room and each medication
cart for improper storage of medications
during scheduled visits
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the counter dietary supplement) 100 mg, 100
tablets each were found and both bottles had
expiration dates printed as "07/18." The tocked
medication refrigerator had a bottle of liquid
Vancomycin 7.5 g (an antibiotic) that read to

| discard after 7/31/19. The bottle was labeled for

un-sampled Resident #115. The LPN stated
Resident #115 was na longer receiving the
medication, acknowledged that bath medications
were expired, and said another nurse would
waste the Niacin and Vancomycin with her in

_ either the "drug buster” or sharps container. The
| refrigerator contained a locked box with a brown

bag inside which contained "ABH Gel Tepical”
(ABH = Ativan 1mg, Benadryl 12.5 mg, and
Haldol 2mg) that had an expiration date of
05/30/19 and was labeled for un-sampled
Resident #114, Tne LPN emptied the brown bag
and counted 28 syringes, 1 ml each, of the ABH
gel. LPN #1 acknowledged the medication had
expired and stated the process of handling the
expired ABH gel was the facility directer of
nursing (DON) would waste it with another nurse.
The locked baox that contained the ABH gel was
not permanently affixed to the refrigerator; tha
LPN was able to pick the box up and place it on
the counter while observing and counting the

i contents. LPN #1 acknowledged the locked box

was supposed to be bolted within the refrigerator.

On 08/21/19 at B:35 a.m., two surveyors

| observed medication storage and labeling with a

facility employee (LPN #2) on a medication cart
referrad to as the "right hall back cart.” Bisacodyl
Stimulant Laxative {an over the counter

medication) was found with an expiration date
i reading "07/19." LPN #2 acknowledged the

medication was expired and said she would take
it off the cant, replace it with a new bottle, and

The DON is responsible for maintaining
compliance. The DON/designee will
perform weekly Medication room and
Medication cartaudits to monitor for
compliance. All discrepancies found in
these audits will be corrected at the time
of discovery and disciplinary action taken
as appropriate. Results of these audits will
be reported to the Quality Assurance
Committee for revicw, analysis, and
recomamendations for change in facility
policy, procedure, and/or practice.
Completion Date: 9/13/19
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waste the vial with the DON in the "drug buster”
making sure there were two witnesses.

medication storage and labeling with a facility
to as the "left hall front cant.” Two vials of

were observed with both lids/tops off and both
rubber septums visible. There was no date
writter on either vial that would indicate when it
had been opened. One of the vials had a
manufacturer's printed expiration date that read,
"1 Feb 2021" and the other read. "1 Aug 2020."

- open vials expired, LPN #3 said they could be
used until the date that was printed on them.
LPN #3 acknowledged the vials were cpen and
there was no way of knowing what date they had
been opened. fbuprofen Cral Suspension
100mag/5ml was ohserved on the medication cart
with an expiration date that read, "05/19." LPN
#3 acknowledged the medicaticn was expired
and said she would return it to the medication
room and see another nurse o dispose of the
expired medications.

On 08/21/19 at 2:05 p.m., the facility's quality
assurance (QA) nurse, LPN #4, was interviewed
in the conference room. LPN #4 acknowledged
being the nurse responsible to check for expired
medications and stated she perfarmed the
checks on a weekly basis. When informed there
were expired medications found, LPN #4 stated,
"I guess | just missed them when | checked last
time."

The facility's director of nursing, administrator,
and nurse consultant were notified of the

On 08/21/19 at 1:02 p.m., one surveyor abserved
. emplayee (LPN #3) on a medication cart referred

Lidocaine HCL 1% 200mg/20 c¢ (multi dose vials)

When asked how the nurse would know when the
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medication stcrage and labeling findings during a
meeting with the survey team on 08/21/19 3t 2:28
p.m.

On 08/21/19 at 3.12 p.m., the facility's consultant
pharmacist was interviewed in person in the
facility's conference room. The pharmacist stated
the expectation for multi-dose vials, such as
Lidocaine HCI 1%, was that once the top was
"popped" on it, whether the septum was
punctured or not, it must be dated and then it
expired in 28 or 30 days.

The facility's nurse consultant provided a
pharmacy (Omnicare) policy titled, "5.3 Storage
and Expiration of Medications, Biologicals,
Syringes and Needies" on 08/21/19 at 3:20 p.m.
that read in part, "4. Facility should ensure that
medications and biclogicals that: (1) have an
expired date on the label, (2) have been retained
longer than recommended by manufacturer or
supplier guidelines; or (3) have been

from other medications until destroyed or
returned to the pharmacy or supplier.” And "5.
Once any medication or biological package is
opened, Facility should follow
manufacturer/supplier guidelines with respect to
expiration dates for opened medications. Facility
staff should record the date opened cn the
rnedication container when the medication has a
shortened expiration date cnce opered. §.1
Facility staff may record the calculated expiration
date based on date opened on the medication
container.” The facility's policy titled, "Storage of
Medicaticns" was reviewed on 08/21/19. The
policy did not address the locked narcotic box
within the refrigeratars needing to be permanently
affixed. On 08/21/19 at 2:50 p.m., the nurse

contaminated or deteriorated, are stored separate
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| §483.75(g} Quality assessment and assurance.

5§483.75(q)(2) The guality assessment and
assurance committee must:

(ii) Develop and implement appropriate plans of
action to correct identified quality deficiencies;
This REQUIREMENT is not met as evidenced
by:

Based on observation, staff interview, facility
document review, and clinical record review, the
facility staff failed to ensure the quality assurance
program meet the needs of the facility as
evidenced by repeated deficiencies in the areas
of Resident Assassment, Quality of Care, and
Pharmacy Services and failed to effectively
monitor the effects of implemented changes and
make needed revisions to the action plans as
needed for the prevention of further deficiencies,

The findings included:

As part of the survey pracess, {he survey team
identified deficient practice in the areas of
Resident Assessment, Quality of Care, and
Pharmacy Services.

The surveyor and the DON (diractor of nursing)
reviewed the facility QA (quality assurance)
prograrn and QAPI (guality assurance and

The QA Committee of the facility has
reviewed all policies and procedures
regarding administrative/clinical
operations of the facility to include
Psychotropic Medication Usage,
PASARR requirements, Restorative
Nursing Prorgram, Medication storage
and expired meds; and medication
availability. An action plan has been
developed to address this item.

Identification of Deficient Practices &
Corrective Action(s):

All residents have the potential to be
affected by the inconsistent monitoring of
company policies and procedures. All
resident concerns will he addressed by the
QA Committee via ongeoing audits and
action plans. A QA Action Plan will be
implemented to address and resolve
CONLErns.
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addressad the locked narcotics box in the i
refrigerator.
No further information was provided to the survey
team prior to the exit conference. F867
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performance imprevement} plan/program on
08/21/19 at 1:00 p.m.

The facility policy titled, "Quality Assurance
Perfermance Improvement" read in part, "Our
Quality Assurance and Performance
Improvement Program (QAPI) represent cur
facility’s commitment to continuous quality
improvement. The program ensures a systematic
performance evaluation, problem analysis and
implementaticn of improvement strategies to
achieve our performance goals..."

The administrator, DON (director of nursing), and
nurse consultant were notified of the issues

| regarding their quality assurance program during
. a meeting with the survey team on 08/21/19 at
approximately 2:25 p.m.

Mo further information regarding the areas of
' deficient practice were provided ta the survey
- team prior to the exit conference.
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The QA Committee wili take a more
visible role in the day-to-day operations
of the facility. Routine weekly QA audits
of the medical records focusing on

‘ Psychotropic Medication usage, Dementia
Care and Staff training related to
Dementia Management., Comprehensive
Resident Care Plans, Resident
Assessment will be conducted to assure
compliance. All negative findings will be
addressed via a QA Action Plan to resolve
concerns. They will monitor all aspects of
resident care and services for continuous
quality improvements.

i

Monitoring:

The administrator is responsible for
maintaining compliance. The Regional
V.P. of Operations and’or Regional Nurse
Consultant will visit the facility weekly to
provide management and operational
oversight per corporate dircction, The
Regional Director of Operations will

i provide detail reports of negative findings
to Corporate Office for immediate
corrections. These findings will be
forward to Corporate for review, analysis,
and recommendations for change in
facility policy, procedure, and/or practice.
Completion Date: 9/13/19
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